nostril, probably coming from frontal sinus, which I was unable to irrigate. Right antrum negative; pus in the left infundibulum; left antrum contains foul pus. I was unable to get into the left frontal sinus wound as the inner canthus has been closed for some weeks.
Ophthalmoscopic examination: Right eye-large retinal detachment, and practically blnd; when he blows his nose he feels as if something moves behind the right eyeball. Left eye-vision badly impaired, due to large detachment. There is also sensory disturbance over the right cheek-bone.
In civil life this soldier was a physician practising in Ontario, and enlisted as a private in the First Canadian Contingent.
I should like to hear opinions as to the desirability of operating on the infected sinuses. I am not sure how intimately the intra-ocular metabolism is related to that of the accessory sinuses, but the work of Zimm shows it is very intimate. If the clearing out of the sinuses will lessen the liability to further retinal detachment later, I will do it, but I do not want to do anything which will make the condition worse; the man's condition is very pitiable already, as he is blind in one eye and has an extensive detachment of the retina in the other. CORPORAL T., 3rd Battalion, First Canadian Contingent, aged 32. Paralysis of left vocal cord, traumatic. Shrapnel wound in neck on April 22, followed by immediate loss of voice and spitting of blood; scar 2 in. external, and 1 in. above sterno-clavicwlar joint; was unconscious for about an hour and hoarse when he came to; forty-eight hours afterwards shrapnel was removed. Subsequently a great deal of muco-pus and blood expectorated. Voice very rough; a little talking tires it. The recurrent laryngeal nerve was severed rather low down. Before the war, such cases were rarely seen except after operations on the thyroid gland.
Laryngoscopic examination: Fixation of left vocal cord; right cord compensating by over-action. If the head is well thrown back and he drinks anything it causes spasms of coughing.
DISCUSSION.
Dr. WATSON-WILLIAMS: After a considerable experience of infQcted sphenoidal sinuses (and I have operated on several hundred patients), particularly cases in which the optic nerve tract has been distinctly involved, I should hbve no hesitation in opening the sinuses in the first case and establishing drainage. If this be supplemented by lavage and appropriate treatment, it promises improvement in the retinal condition and arrest of the sinus disease. I have never seen any untoward results from that course in regard to the visual or colour fields, and where these are contracted it often results in restoration to the normal.
Dr. DUNDAS GRANT: I hope that Major Goldsmith will bring to the Section a good deal of valuable material from the large hospital to which he is attached. I agree that the advice tendered by Dr. Watson-Williams is the wisest and safest for this patient. With regard to anastomosis of the facial nerve, there are fine descriptions of it in many books, but reports of end-results are very sparse. I would like to know from those who have seen the results of such anastomoses whether they have been satisfactory.
Dr. JOBSON HORNE: The question in the second case is as to whether anything can be done to improve the voice. Similar cases in men from the Front have come under my notice, and in the light of these I think that the region should be examined with the X-rays, to make sure there is no cause of pressure, such as the presence of a shrapnel splinter on the recurrent laryngeal nerve. If nothing is seen, I am opposed to any exploratory operation. Experience shows that in such cases time is a healer.
Mr. TILLEY: I agree with Dr. Horne. I have seen two cases of palsy of the recurrent nerve from neck wounds; apart from this lesion the patients are well. The wounds have healed, and the X-rays do not reveal any foreign body in the neck. My advice iq to leave matters alone, because one does not know whether the nerve is cut or only bruised; in the latter event, time may show a recovery; and in such cases, even if the cord remain paralysed in the adducted position, the voice becomes quite good owing to a compensatory action of the other vocal cord.
Dr. PETERS: I desire to express my thanks to Major Goldsmith for having exhibited such an interesting set of cases. With regard to the patient with nasal trouble, in a somewhat similar case, but in which the bone was not so interfered with, I took out the middle of the nose and did a modified Roux's operation. The nose in this case was a very long one, and the procedure gave a very good result, enabling the nasal passages to be opened. With regard to Major Goldsmith's sinus case, it is extraordinary how the infection seems to have developed through the sphenoidal region and imitates to some extent the paralysis which is so common after cerebrospinal meningitis, though I do not know that the meningococcus is present in this case. The infection, probably streptococcal or by some other non-thrombosing coccus, has found its way through the sphenoidal region. There has been active mischief, and I recommend drainage. In the laryngeal case it is most difficult to know how much of the paralysis is due to shock and how much to actual nerve damage. In one case I saw, in which the paralysis was evidently due to shock, the cord had been in a position of abduction spasm, and the condition varied from day to day. (November 5, 1915.) Encapsulated Tumour removed from Region of Left Tonsil, Soft Palate, &c.
By J. W. BOND, M.D.
PATIENT, aged 60, was found by a dentist to have a growth at the back of his mouth. The fauces were two-thirds obstructed by a mass on the left, projecting from between the pillars of the fauces, upwards into nasopharynx, downwards to base of tongue, forwards to mid-line of ramus. The posterior border could not be reached behind, and, externally, it presented between the angle of jaw, and the mastoid. As a whole it was smooth, hard in parts, with defined border, and slightly movable.
Operation five days later by exposing surface of growth in fauces, no splitting of cheek being found necessary. It seemed especially attached far back, internal to the mastoid process. A preliminary laryngotomy was performed.
The pathological report is of a roughly lobulated, encapsulated mass, weighing 51 grm., and measuring 6'5 cm. by 4'75 cm.: " On section it is composed of alveoli and strings of cells enclosed in a stroma of fibrous tissue, with myxomatous and cartilaginous areas. Its general structure is that of an endothelioma, such as would arise in the palate or in a salivary gland. We do not think it is strictly a tonsillar tumour." (November 5, 1915.) Tumour of Palate.
By GEORGE BADGEROW, F.R.C.S. MALE, aged 38. The tumour has been slowly increasing in size; there is slight difficulty in swallowing and speaking. The swelling obscures the faucial arch and projects forward on the base of the tongue, lying more to the right of the middle line.
